Relevant test results prior to catheterization. Troponin-I and CPK-MB elevated ECG-Sinus rhythm, 100/mt, ST elevation in V5,V6, II, AVF, Q in II, aVF and poor R waves in V1 to V6 2D Echo: RWMA mid/distal lateral wall; LVEF -65%
[INTERVENTIONAL MANAGEMENT] Procedural step. 2 cases presented Case 1-Culprit lesion in LCX; Primary angioplasty to LCX done. But thrombus containing lesions in the proximal LAD and proximal RCA visualized. Large area of myocardium under immediate jeopardy. Hence simultaneous angioplasty to the coexistent non-culprit but potentially culprit lesions in the LAD and RCA possibly justified in the same setting. Simultaneous thrombi in multiple coronaries during STEMI though rare, may occur and is associated with worse prognosis.
Case 2 -Culprit lesion is the total occlusion of distal LMCA. On wiring the LAD, flow is re-established and shows that the culprit lesion is from the LMCA to LAD. LCX ostium and proximal LCX is normal, but mid LCX shows a long segment critical narrowing of 80%. Because the primary strategy would be LMCA to LAD stenting, simultaneous angioplasty and stenting to the non-culprit mid LCX lesion is considered to avoid future recross with a long stent into the LCX across the struts of the LMCA stent.
Case Summary. Multi vessel disease and Non-culprit lesions in STEMI is a heterogeneous entity.
Treatment approach has to be individualized. Current guidelines recommend single vessel (Infarct related artery) PCI as the default strategy in STEMI.
Acute multi -vessel PCI is justified only in patients with cardiogenic shock.
Role of multivessel PCI during the index primary angioplasty for STEMI is a gray zone.
Recent trials have questioned the wisdom of labeling as a Class III recommendation for multivessel PCI for non-culprit lesions in STEMI Two specific situations where simultaneous multivessel angioplasty maybe justified during STEMI are presented. Relevant clinical history and physical exam. 38 year-old lady presented acute chest pain followed by persisted chest tightness in the evening. Clinically NSTEMI was diagnosed as elevated cardiac enzymes but no obvious ST-T elevation. However, it transformed into STEMI the next morning.
